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The disease-specific-TACQOL-asthma questionnaire measures health-status and appraisal 

of health-status. The TACQOL-asthma evaluates the personal feelings about problems in the 

domains, "complaints, situations, emotions, treatment and medication". The TACQOL-

asthma can be used alone or in combination with the generic TACQOL.  

Objective was to study the psychometric properties of the TACQOL-asthma-questionnaire. 

Methods Responses of 298 parents and children with asthma (age 8-16 years) in four 

paediatric practices in the northern part of the Netherlands were studied.  

Results The factor-analysis and item-domain correlation analysis show a moderate to strong 

correlation between the different items and their hypothesised domains. For all items, the 

correlation of the separate item with the hypothesised domain is stronger than with any other 

domain. The internal consistency (Cronbach’s alpha) of the domains is moderate to good. 

Concurrent correlation with the Paediatric-Asthma-Quality-of-Life-Questionnaire (PAQLQ) 

was significant. Effect sizes of differences between asthma- severity classes in TACQOL-

asthma and PAQLQ-scores were similar and of clinical importance.  

Conclusion  

This study validates the TACQOL-asthma as a new disease-specific questionnaire. The 

TACQOL-asthma ensures a measurement of health-status as well as appraisal of health-

problems. The TACQOL-asthma has good reliability and validity properties to serve as an 

evaluative and discriminate disease-specific health-related-quality–of-life questionnaire. 
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Introduction 

Childhood asthma is a chronic childhood disorder with high prevalence. It is now 

widely identified that the evaluation of the clinical efficacy of medical interventions in patients 

should include bio-medical outcome measures and the assessment of quality-of-life in these 

patients.1-3 The relation between bio-medical parameters and quality-of-life in studies of 

children with asthma is poor.4 Therefore, quality of life information is considered of additional 

value to evaluate a clinical condition.  

Quality of life can be measured, either as health-status, where health-status refers to 

actual problems and limitations in functioning; or as health related quality-of-life which is a 

different concept and includes the subject’s own appraisal of health-status. Therefore, a 

quality-of-life-score based on health-status may differ from the one based on appraised 

health-status.3,5,6  

Health-status and health related quality-of-life seem to be used as equivalents in many 

studies, though appraisal may vary due to behavioural, cognitive, and social, and 

developmental factors. This "appraisal of health-status" is a new concept that may be very 

important in childhood disorders, as children’s appraisal may differ from parents’.5,6-8 Health 

related quality-of-life reflects the impact of problems in day-to-day functioning. How children 

appraise their functioning may matter more than how they actually function.7 Therefore, 

appraisal of problems in chronic childhood disorders may be more important for outcome 

than actual presence of problems. 

Health related quality-of-life can be quantified using generic and disease specific 

questionnaires.9,10 Generic questionnaires deal with general health-problems that can be 

measured in healthy subjects and patients. Aspects of a disease can only be measured with 

disease specific questionnaires that are developed for patients with the specific disease. In 

the case of children questionnaires should be developed for specific age groups in order to 

derive health related quality-of-life information from the child and parent.5;6,9  

In children with asthma in school age the health related quality-of-life perceived by the child 

himself could be studied with Juniper’s disease-specific Paediatric-Quality-of-Life-

Questionnaire, but this so called PAQLQ has no generic counter-part.1,11,12 Impact could also 

be studied with the generic Child Health Questionnaire, but the CHQ has no disease-specific 

counterpart.13 A combination can be used.10,14,15,16 As these questionnaires focus on the 

prevalence of problems and prevalence of emotions they do not provide information on the 

patient’s appraisal of the health-problems.   

Therefore a new generic health related quality-of-life questionnaire for children, the TACQOL 

(TNO – AZL-Quality of Life) was developed and validated, in 1995.6,17,18 The generic 
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TACQOL asks for presence and appraisal of the individual health-problems. It has shown 

good validity properties, like responsiveness, reliability and construct-validity. A disease 

specific counterpart was developed that is compatible with the generic part with respect to 

question and answer structure. This diseases-specific TACQOL-asthma questionnaire 

evaluates presence and appraisal of problems related to symptoms, activities, medication-

use and doctor’s visits. It also evaluates occurrence of negative emotions in relation to 

having asthma. If used in combination, the TACQOL and TACQOL-asthma provide 

information on prevalence and on appraisal of common health-problems and those related to 

asthma. The combination of two modules that have identical core structures for the generic 

and disease specific part, offers the possibility to study the relation between asthma specific 

and generic health related quality-of-life.9,10  

The purpose of this study was to investigate the psychometric properties of the 

TACQOL-asthma questionnaire. 

 

 Patients and Methods 

Patients 

In four paediatric practices in the Northern part of the Netherlands, all children (8-16 years) 

diagnosed with asthma according to ATS criteria (America Thoracic Society 19) received 

questionnaires by mail to be completed at home. It included a letter of recommendation by 

the paediatrician. Parents were allowed to explain a question to the child when needed, but 

not to assist in answering. We asked children and parents as proxy to complete the 

questionnaire, as a former study on the proxy problem had shown differences in TACQOL-

scores between children and parents in the reference population. 6 

Informed consent was asked from the parents and from children of 12 years and older. The 

Medical Ethics Committees of the participating hospitals approved the study.  

 

Methods 

TACQOL-asthma questionnaire 

The TACQOL-asthma consists of five domains (appendix 1): “complaints” (spontaneous 

asthma symptoms), “situations’’ (that provoke symptoms), “treatment” (visits to doctors), 

“medication” (use of), and “emotions” (negative emotions). Items and domains of the 

TACQOL-asthma were chosen based on the results of focus groups with parents, 

paediatricians, and developmental psychologists as in the generic questionnaire.6,17,18  
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The first concept of the TACQOL-asthma questionnaire was adapted in a pilot study of 72 

patient-reports. (Appendix 1(omitted items)) In this study, items were tested for internal 

consistency, reliability, comprehensibility and feasibility. 

The TACQOL-asthma collects information on occurrence of a particular asthma symptom or 

treatment action (appendix 1 figure 1). If the answer is affirmative, the degree to which the 

child is bothered emotionally by that problem is asked. One single TACQOL-score is 

attributed to each pair of items. Low scores reflect a low level of health related quality-of-life 

and high scores a high level. If the problem is “sometimes” present, but the child feels badly, 

the health related quality-of-life-score might be low. If the problem is “often” present, but the 

child feels well, the health related quality-of-life-score might be in the normal range. In both 

cases the score reflects the impact of the problem felt by the child. If the problem is “never” 

present, health related quality-of-life remains normal.  

In a subgroup of 89 children not only the TACQOL-asthma, but also the PAQLQ, as gold 

standard, was used. 

   Table 1 Definition of asthma severity  

Asthma grading according to Dutch consensus 

Mild asthma 
Moderate asthma 
Severe asthma 

SA-β-agonist 1-2 times a day (max 6x/week)  
Maintenance low dose ICS and SA- β-agonist if needed 
Maintenance high dose ICS and 2x SA-β-agonist  
or maintenance high dose ICS and LA- β-agonist or LTA  

SA=short acting, dose 100-200 µg; LA=long acting; Low dose inhalation corticosteroid (ICS), 
equivalent to 250 µg Fluticason (500 µg Pulmicort or Becotide); LTA=Leucotriene antagonist 

 

Severity of asthma 

Grading of severity of asthma was based on Dutch guidelines (Table 1). A paediatrician 

unfamiliar to the child performed the scoring. Guidelines prescribe evaluation of complaints 

after each treatment step, and severity grading was done after the particular step in the 

schedule that had led to satisfactory symptom reduction 20,21. (Table 1) Asthma was classified 

as mild intermittent, if a short acting beta-2-agonist, to relieve symptoms in an otherwise 

symptom free child, is indicated less than once per week (step 1). Asthma was classified as 

persistent, if children have symptoms more than once per week, and if they have regular 

exacerbations. It was classified as mild persistent if exacerbations occur less than once per 

month, moderate if once per month to once per week, and severe if there are one or more 

exacerbations per week. Children with moderate asthma react well to low dose maintenance 

inhaled corticosteroids (ICS), supplemented with SA β-agonists if needed. An ICS dose of 
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250 microgram (µg) Fluticason day-to-day (or an equipotent dose of 500 µg Budesonide or 

Beclomethason), or less, is a low dose (step 2). If symptoms persist after step 2, a higher 

dose of ICS in combination with a long acting (LA)-β-agonist or a Leukotriene antagonist 

(LTA) is prescribed (step 3).  

 

Statistics 

All analyses were performed using SPSS 11.0. Descriptive statistics were performed. 

Mean (SD) scores were studied. To correct for differences in number of questions and range 

between domains, health related quality-of-life-scores are also presented as percentage of 

maximum scores.  

Reliability and validity of the TACQOL-asthma was investigated using the following analyses 
21: factor-analysis, item-domain internal consistency, item-domain discriminant validity, 

internal consistency, and discriminant value. In order to explore the factor structure of the 

TACQOL-asthma, a factor analysis (principal component analysis) was performed. 

Item-domain internal consistency was investigated by examination of the Pearson’s 

correlation between each item and the hypothesized domain. In general, a correlation 

coefficient above 0.40 is considered as acceptable 

Item-domain discriminant validity, i.e. the domains that were distinguished, was evaluated by 

examining whether the correlation between each item and the hypothesized domain was 

stronger than between the item and the other domains. 

Internal consistency of all domains was investigated using Cronbach’s alpha of the different 

domains. Cronbach’s alpha expresses the association between the different items in a 

certain domain. A Cronbach’s alpha above 0.70 is considered acceptable for the use of 

questionnaires on group level.  

Discriminative properties were analysed by comparing potential differences in TACQOL-

asthma scores between different severities of asthma using the Kruskall-Wallis test.  

Effect size estimations (ES) were calculated which relate the difference in mean scores to 

the dispersion of the scores: [Mean (a) − Mean (b)]/ standard deviation. Middel et al showed 

that ES also reflects clinical relevance.23 An ES < .2 was taken to indicate no change, an ES 

< .5 a small change, an ES < .8 a moderate and > .8 a considerable change.  

Concurrent validity was evaluated by calculating Pearson Product Moment correlation 

coefficients between the TACQOL-asthma domain-scores and the PAQLQ-domain-scores of 

the 89 children with asthma in a pilot study.11 An alpha level of .05 was used for all statistical 

tests. 
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Results 

298 Patients (174 boys and 124 girls, mean (SD) age 10(2) years) participated in the study.  

The TACQOL-asthma-scores (mean (SD)) are given in Table 2, presented as raw scores 

and as percentage of maximum mean-scores to correct for the number of questions per 

domain (see range).  

Table 2 Mean (SD) domain scores 

TACQOL-asthma domains 
(range of scores)  

Child 
score 

Parent 
score 

Child 
percentual 

Parent 
percentual 

Complaints  (0-20) 13.9 (4.1) 14.3 (3.8) 69 (21) 72 (19) 
Treatment    (0-12) 10.7 (1.9) 10.7 (1.9) 89 (16) 89 (17) 
Medication  (0-12) 9.4 (1.8) 9.2 (1.4) 79 (15) 77 (12) 
Emotions     (0-18) 15.9 (2.9) 16.3 (2.4) 88 (16) 91 (13) 
Situations    (0-28) 20.1 (5.5) 20.3 (5.0) 72 (10) 72 (18) 
Scores mean (SD) and percentage of maximal mean scores with correction for range.  

 

Correlation between child and parental domain-scores was significant, and ranged from 0.64 

(medication) to 0.76 (situations). Differences between child and parental domain-scores were 

significant for the domains “complaints” (p 0.010; confidence interval CI -4.1 to -0.75), 

“emotions” (p 0.001; CI -4.1 to -1.2) and “medication” (p 0.053; CI -0.03 to 3.0). 

 

We also studied the prevalence of symptoms and appraisal separately. Symptoms were 

reported by 40 to 60 % of children and of parents. Twenty percent of the children that 

reported cough (present in 80%) felt very well in its presence, while fourteen percent of those 

with shortness of breath or coughing (present in 62%) felt very well in its presence. Of those 

having to inhale medication at home eighty percent felt very well and of those inhaling 

outside the home sixty percent felt very well. TACQOL-scores in these domains remained in 

the normal range in these cases. 

 

Item-domain internal consistency Table 3a (child-report) and 3b (parent-report) show the 

items per domain and the correlation coefficients and factor components. The lowest 

correlation (0.58) is between the question complaints playing with pets (2a) and the domain 

“situations” (Table 3a). The highest correlation is 0.80 between the question shortness of 

breath during the day (1e) and the domain “complaints”.  
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Table 3a. Correlation between separate item and domain for the child version  

Did you have? Complaints Treatment Medication Emotions Situations 

Complaints a      (b)     

1a: chest pain 0.62 (.59) 0.25 0.25 0.41 0.44 

1b:wheezing 0.71 (.70) 0.26 0.12 0.29 0.50 

1c: coughing 0.69 (.72) 0.21 0.18 0.25 0.47 

1d: dyspnoea at night 0.76 (.76) 0.31 0.23 0.28 0.49 

1e: dyspnoea during the day 0.80 (.81) 0.28 0.23 0.42 0.60 

Treatment  a      (b)    

4a: to visit primary physician 0.37 0.80 (.75) 0.32 0.35 0.41 

4b: out patient visits 0.32 0.80 (.81) 0.35 0.29 0.38 

4c: hospitalisation 0.12 0.69 (.74) 0.12 0.30 0.22 

Medication   a      (b)   

4d: medication use at home 0.29 0.25 0.78 (.82) 0.24 0.25 

4e: medication use elsewhere 0.23 0.29 0.68 (.65) 0.11 0.24 

4g: medication use as 
prescribed 

0.15 0.25 0.78 (.76) 0.15 0.19 

Emotions     a      (b)  

3a: afraid for asthma attack  0.37 0.34 0.21 0.64 (.65) 0.37 

3b: afraid for choking 0.33 0.38 0.21 0.66 (.67) 0.38 

3c: afraid of having to stay at 
home from school  

0.29 0.29 0.17 0.59 (.59) 0.29 

3d: different from others 0.40 0.28 0.16 0.76 (.75) 0.42 

3e: feeling bad about future 0.31 0.22 0.10 0.67 (.66) 0.33 

3f: feeling helpless 0.36 0.32 0.17 0.73 (.76) 0.43 

3g:feeling guilty 0.21 0.23 0.05 0.65 (.66) 0.27 

3h: feeling lonely 0.21 0.16 0.09 0.62 (.61) 0.27 

3i: feeling ashamed  0.29 0.29 0.16 0.69 (.70) 0.32 

Situations     a      (b) 

2a: Complaints with pets 0.32 0.17 0.10 0.24  0.57 (.54) 

2b: Complaints with smoke 0.36 0.32 0.17 0.23 0.62 (.59) 

2c: Complaints with cold air 0.46 0.28 0.14 0.33 0.61 (.64) 

2d: Complaints with heat 0.41 0.29 0.23 0.31 0.60 (.59) 

2f: Complaints with family visits 0.55 0.32 0.22 0.42 0.73 (.75) 

2h: Complaints while playing 0.52 0.33 0.20 0.43 0.69 (.70) 

1f: dyspnoea during exercise 0.57 0.33 0.24 0.37 0.73 (.75) 
a:correlation coefficients; (b:factor loadings).  
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Table 3b. Correlation between separate item and domain for the parent version  

Did you have? Complaints Treatment Medication Emotions Situations 

Complaints a      (b)     

1a: chest pain 0.56 (.53) 0.26 0.22 0.33 0.35 

1b:wheezing 0.71 (.71) 0.30 0.35 0.41 0.53 

1c: coughing 0.68 (.70) 0.32 0.37 0.31 0.55 

1d: dyspnoea at night 0.81 (.81) 0.28 0.41 0.35 0.55 

1e: dyspnoea during the day 0.71 (.79) 0.27 0.44 0.46 0.63 

Treatment  a      (b)    

4a: to visit primary physician 0.37 0.81 (.74) 0.30 0.25 0.31 

4b: out patient visits 0.36 0.81 (.82) 0.31 0.31 0.43 

4c: hospitalisation 0.17 0.71 (.77) 0.18 0.12 0.24 

Medication   a      (b)   

4d: medication use at home 0.49 0.38 0.85 (.85) 0.38 0.31 

4e: medication use elsewhere 0.33 0.20 0.72 (.65) 0.20 0.24 

4g: medication use as 
prescribed 

0.34 0.21 0.73 (.79) 0.22 0.28 

Emotions     a      (b)  

3a: afraid for asthma attack  0.36 0.26 0.20 0.64 (.65) 0.28 

3b: afraid for choking 0.32 0.28 0.20 0.59 (.67) 0.25 

3c: afraid of having to stay at 
home from school   

0.31 0.21 0.19 0.59 (.59) 0.35 

3d: different from others 0.40 0.14 0.27 0.73 (.75) 0.36 

3e: feeling bad about future 0.36 0.32 0.32 0.71 (.66) 0.41 

3f: feeling helpless 0.41 0.27 0.25 0.73 (.76) 0.19 

3g:feeling guilty 0.27 0.19 0.22 0.53 (.66) 0.30 

3h: feeling lonely 0.33 0.16 0.25 0.72 (.70) 0.18 

3i: feeling ashamed  0.26 0.07 0.19 0.61 (.61) 0.49 

Situations     a      (b) 

2a: Complaints with pets 0.30 0.28 0.26 0.19 0.49 (.41) 

2b: Complaints with smoke 0.46 0.34 0.31 0.23 0.68 (.65) 

2c: Complaints with cold air 0.48 0.29 0.33 0.30 0.60 (.58) 

2d: Complaints with heat 0.47 0.21 0.24 0.33 0.61 (.61) 

2f: Complaints with family visits 0.58 0.25 0.35 0.40 0.77 (.82) 

2h: Complaints while playing 0.42 0.16 0.26 0.21 0.58 (.59) 

1f: dyspnoea during exercise 0.60 0.37 0.37 0.36 0.76 (.80) 
a: correlation coefficients; (b: factor loadings).  
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Also a high correlation (0.8) is seen between the questions visits to primary physician or 

hospital (4 a/c) and “treatment, and between medication use at home/as prescribed (4 d/g) 

and “medication”. 

The item-domain correlation analysis shows a moderate to strong correlation between the 

different items and their hypothesized domains (Table 3a and 3b, values in diagonal blocks). 

 

Item-domain discriminant validity. In all cases, the separate items correlate stronger with 

their hypothesized domain than with any other domain (Table 3a and 3b; horizontal blocks). 

 

Domain structure and internal consistency The internal consistency (Cronbach’s alpha) of the 

domains “complaints”, “emotions”, and “situations” is satisfactory good (>0.70), and of the 

domain treatment and medication it is moderate (0.5-0.7) (Table 4). 

 

Table 4 Cronbach’s alpha’s of the different domains  

TACQOL-asthma 
domains 

Child version Parent version 

Complaints 0.77 0.76 
Treatment 0.64 0.66 
Medication 0.60 0.64 
Emotions 0.85 0.82 
Situations 0.78 0.76 
 

Discriminative properties Table 5 shows significant differences in TACQOL-asthma between 

the three severity classes, except in the domain “complaints” of the child version. Effect sizes 

are similar to those found when the PAQLQ was used in this pilot study among 89 children 

with asthma. Effect sizes indicate moderate to considerable clinical differences, except for 

situations (small). 

    

Concurrent validation Correlation coefficients between PAQLQ and TACQOL-domains were 

highest between domains with similarity such as the emotions, activities and symptom 

domains. As expected, correlation coefficients were lowest for domains that are not included 

in the PAQLQ such as “treatment and medication”-domains (Table 6). 
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Table 5. Discriminative properties between severity groups in TACQOL and PAQLQ  
TACQOL-asthma 
domains      (range) 

Mild asthma 
Mean (SD) 

Moderate asthma 
ES 

Severe asthma 
ES 

p-value* 

TACQOL asthma parent               N=12                   N=37                    N=40                        

Complaints (0-20) 16.8 (3.4) -0,35 -0,83 0.001 

Treatment (0-12) 11.3 (1.3) 0,03 -0,25 0.008 

Medication (0-12) 10.2 (1.6) -0,64 -0,93 0.001 

Emotions (0-18) 17.9 ( .3) -0,50 -0,35 0.001 

Situations (0-28) 23.1 (5.1) -0,37 -0,69 0.001 

TACQOL asthma child      

Complaints (0-20) 16.6 (2.9) -0,55 -1,27 0.078 

Treatment (0-12) 11.4 (1.3) 0.06 -0.65 0.001 

Medication (0-12) 10.9 (1.4) -0.63 -0.96 0.001 

Emotions (0-18) 17.6 (1.0) -0.67 -0.81 0.011 

Situations (0-28) 22.7 (4.4) -0.24 -0.94 0.002 

PAQLQ child version        

Activities (1-7) 7.0 (1.8) -0.59 -1.11 0.008 

Symptoms (1-7) 6.9 (1.2) -0.35 -0.81 0.020 

Emotions (1-7) 7.2 (1.0) -0.43 -0.71 0.021 

Total (1-7) 7.0 (1.2) -0.46 -0.52 0.006 
* Kruskal Wallis test ; TACQOL and PAQLQ-scores in a subgroup of 89 children; higher scores 
correspond with better health related quality-of-life. ES effect size of difference compared to mild 
asthma. 
 
Table 6 Concurrent validity of the TACQOL-asthma and PAQLQ child versions 
                    PAQLQ Activities Symptoms Emotions 

Situations (0-28) 0.7 0.7 0.5 
Complaints (0-20) 0.6 0.7 0.4 
Emotions (0-18) 0.5 0.4 0.75 
Treatment (0-12) 0.4 0.4 0.45 
Medication (0-12) 0.3 0.3 0.45 
Dark gray: correlation between similar domains        
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Discussion 

 Aim of this study was to investigate the psychometric properties of the TACQOL-

asthma in children ranging from 7-16 years. With regards to domain structure and with 

regards to the internal consistency, the TACQOL-asthma proved to be an instrument that has 

good reliability and validity properties. The TACQOL-asthma may qualify as an evaluative 

and discriminative measure of health related quality-of-life on a group level.  

 

Reliability of the TACQOL-asthma was demonstrated by findings that different items 

correlate moderately to strongly with the intended domain, and that separate items of the 

TACQOL-asthma are consistent with the intended domain.  

The validity of the domain structure is supported by the factor loading and the finding that all 

separate items correlate more strongly with the intended domain than with any other domain. 

Furthermore, internal consistency was satisfactory for use of the TACQOL in comparing 

groups of patients, as supported by Cronbach’s alpha’s ranging from 0.63 to 0.85.  

However, when the value of a domain for an individual is of interest, the TACQOL cannot be 

used safely. In the clinical situation for individual use much higher levels of Cronbach’s alpha 

are mandatory and a level above 0.90 is recommended.21 

 

The significant correlation between TACQOL-asthma and PAQLQ-scores supports the 

validity of the TACQOL-asthma. The PAQLQ developed by Juniper as a child version has 

been widely used, and may be considered a “gold standard” of health-status.1,11 It can be 

criticised for lack of age specificity in psychosocial items.12 The TACQOL-asthma appears to 

measure similar problems as the PAQLQ, and must be tested for age specificity yet. The use 

of the TACQOL-asthma for discrimination between groups with clinical important differences 

is supported by the finding of similar effect-size of differences in the PAQLQ and TACQOL-

asthma.  

The TACQOL-asthma-questionnaire can be used for comparison on health related quality-of-

life between groups, and further evaluation is needed to support use in clinical practice. Only 

in combination with clinical and pulmonary evaluation, this measure can provide valuable 

information for advice and treatment in individual cases.  

 

Based on findings in another TACQOL-study, parental scores were evaluated along side 

those of the children.6 Significant correlations between child-parental scores in this study and 



Validation of the TACQOL-asthma 

 65

ours, support a similar judgement between child and parent on health related quality-of-life. 

We could not exclude parental assistance as a factor contributing to child-parental 

agreement, but asked parents not to assist their children in completing the questionnaire.  

Findings on differences indicate that a systematic difference between mean level of scores 

may persist, despite of the similar judgment. The findings imply that the parent form can be 

used in place of the child form for the children age 8-11 years, with correction for the 

systematic differences.  

 

Limitations of this study: 

Reliability in this study was based on internal consistency and overall agreement between 

children and parents. A limitation of this study was the absence of a test-retest design to 

support reliability.  

Another limitation was that respondents were mostly children aged 8-11 years (84%) while 

the group aged 12-16 years old was under represented (16%). Our study therefore supplied 

insufficient data to differentiate psychometric properties between the age groups 8-11 and 

12-16 years. Further study is needed to evaluate whether an adaptation of questions and 

syntax is needed for the age groups 12-16 years, as has been done for the generic part.17,18  

 

Whether to choose for the TACQOL-asthma above other asthma specific 

questionnaires is a matter of preference. One might prefer the TACQOL-asthma in studies 

on functioning in stable chronic asthma, when one wants to incorporate appraisal of health-

problems and of suffering due to treatment. The TACQOL-asthma allows and evaluation of 

impact of treatment (doctor’s visits and medication). It was found that sixty to eighty percent 

of children felt well and scored in the normal range, despite of frequent medication use. Of all 

children, 10% had shortness of breath and 16% had other symptoms without negative 

feelings. In these cases the positive view on health-problems changes a low health-status 

score into a normal TACQOL-score. Positive views reflect positive coping and therefore 

strengthening a positive view should be incorporated into treatment management of children 

with asthma. 

The TACQOL-asthma is a disease-specific questionnaire that adds new information to the 

findings in other disease specific questionnaires. The "appraisal of health-status" measured 

in the TACQOL-asthma is a new concept that allows for studies of perception of health-

problems in childhood disorders.  
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The use of the combination of both the TACQOL-asthma and the TACQOL can be 

recommended based on good validity properties of both modules. Until recently 10, no other 

health related quality-of-life-questionnaire had an asthma-specific module that was 

developed as an addition to the generic module. The importance of two modules with 

identical question and answer structure was stressed for the study of the relation between 

impacts on health related quality-of-life by generic and asthma-specific-problems.9;10 The 

importance of insight in this relation lies in the fact that it may help direct choices in health 

care strategies in school age children with asthma. The couple TACQOL-generic/asthma-

specific can be used to study the impact of being affected with asthma on the health related 

quality-of-life and on health-status of children with asthma.  

 

Conclusion  

In this study we analysed the psychometric properties of the TACQOL-asthma-questionnaire 

that can be used separately or in combination with the TACQOL questionnaire. The 

TACQOL-asthma showed good reliability and validity properties, as an evaluative and 

discriminative measure of quality-of-life on a group level. The TACQOL-asthma 

questionnaire can be used in the clinical setting for discrimination within asthma severity 

groups. 
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Appendix 1     TACQOL Asthma 

1. Complaints 

Consider the last few weeks; did you ever have complaints of…? 

- Tightness of the chest 

- Wheezing 

- Coughing 

- Shortness of breath at night 

- Shortness of breath during the day 

- Shortness of breath during exercise 

-(Atopic dermatitis) 

-(How much did your asthma bother you during the last weeks? Range 1-7) 

 

2. Situations  

Consider the last few weeks; were you ever bothered by? 

Pets 

Cigarette smoke 

Cold air outside 

Heat outside 

Visiting family  

Playing with friends 

Participating in sports or gymnastics 

(A new environment) 

(Playing around) 

 

3. Feelings 

Consider the last few weeks; did you have feelings about your asthma, such as being...? 

Afraid of getting an asthma attack 

Afraid of suffocating during an asthma attack 
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Afraid of having to stay home from school because of your asthma 

Different from other children 

Worried about the future 

Helpless 

Guilty 

Alone 

Ashamed 

 

4. General practitioner, hospital and medication 

Consider the last few weeks; how often …? 

Did you have to visit the general physician because of your asthma? 

Did you have to visit the outpatient clinic because of your asthma? 

Did you have to visit the hospital because you had an asthma attack? 

Did you use your medication? 

Did you take your medication when you were with someone you did not know very well? 

(Did you forget to bring your medication?) 

Did you take your medication because the doctor wants you to? 

(Did you take your medication to prevent shortness of breath?) 

(..) Items removed after the pilot study 
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Figure 1 Item examples TACQOL-asthma and TACQOL-generic 

In the last month, have you/ has your child been/had… 
 

Short of breath? 
Coughing?   
Difficulty participating in sports 
or gymnastics 
 

never              occasionally   often 

  
                 At that time my child/I felt 
  
                 fine     not so good    quite bad    bad  
Score 4                3             2                  1                0          

 




